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Change Control Document

Updates Section ‘ Location

PATIENT VOLUME

1 Practicing Predominately 4.9.1.1 Patient Volume Page 88
Calculations: Determination

If patient volume is between 20
percent and 30 percent, a health
professional that seeks to use the
pediatrician volume should have a
pediatrician or neonatology
taxonomy. Currently a provider that
seeks to use the pediatrician volume
but does not have pediatrician
taxonomy should be denied. DMMA
will require all pediatricians to provide
proof of license. If a physician
assistant applicant practices
predominantly in an FQHC/RHC, the
applicant completes a patient volume
table that includes counts of needy
individuals as well as locations,
numerator, and denominator. If the
physician assistant applicant does
not practice predominantly in an
FQHC/RHC, the provider completes
a separate patient volume table with
locations, numerator, and
denominator. The system calculates
patient volumes and suspends
applications that do not meet the
patient volume requirements. EPs
may use a six-month period within
the prior calendar year or preceding
12 month period from the date of
attestation for the definition of
practicing predominantly (more than
50% of the encounters).
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Updates
Medicaid Enrolled Encounters:

Volume thresholds are calculated
using as the nume|
or EPO&6s total numt
member encounters for the 90-day
period to include service rendered on
any one day to a Medicaid-enrolled
individual, regardless of payment
liability (this includes zero paid

claims) and the denominator as all
patient encounters for the same EP

or hospital over the same 90-day
period. Per CMS, CHIP beneficiaries
cannot be included in the patient
volume. Since Delaware physicians
are unable to differentiate between
CHIP and Medicaid patients, EPs will
report a combined total. Any provider
that appears eligible will have their
actual CHIP encounter volume
extracted from MMIS claim data and
deducted from the provider reported
volume by DMMA after application
submission. The new calculated
volume will be compared to the
Medicaid volume on record. On
average, CHIP contributes about two
percent to the total claim volume and
is three
volume

percent ¢

DELAWARE HEALTH AND SOCIAL SERVICES

Section

4.9.3
Calculation

Patient Volume

DIVISION OF MEDICAID AND MEDICAL ASSISTANCE

STATE MEDICAID HIT PLAN (SMHP)

‘ Location
Page 91

CHIP Encounters:

Per CMS 495.306, CHIP
encounters cannot be included in
the patient volume if CHIP is a
stand-alone Title XXII program.

4.9.3 Patient Volume

Calculation

Page 91
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Updates Section Location
Panel Methodology: 4.9.3 Patient Volume

We do not currently use panel Calculation
volume. Per Stage 2 the time period
between encounters with a patient is
now 24 months and can be included
if DE should begin to use panel
volume. This is a change from 12 to
24 months to account for new clinical
guidelines from the U.S. Preventive
health Services Task Force that allow
greater spacing between some
wellness visits.

5 Provider, Panel and Needy 4.9.5 Patient Volume | Page 93
Individual Patient Volume: Calculation

[Total (Medicaid) patient encounters
in any consecutive 90-day period
within the prior CY i Total CHIP
encounters in that same 90-day
period/Total patient encounters in
that same 90-day period or preceding
12 month period from the date of the
attestation] * 100

EXEMPTION FROM HOSPITAL BASED EXCLUSION FOR EPS

6 Hospital Based Exclusion: 4.5.9 Assuring Page 93
Providers Are Not

EPs who can demonstrate that Hospital-Based

the EP funds the acquisition,
implementation, and maintenance
of Certified EHR Technology,
including supporting hardware
and any interfaces necessary to
meet meaningful use without
reimbursement from an eligible
hospital or CAH; and uses such
Certified EHR Technology in the
inpatient or emergency
department of a hospital (instead
of the hospitald
eligible for EHR Incentive
Payments.
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Section

HOSPITAL CHANGES

STATE MEDICAID HIT PLAN (SMHP)

‘ Location ‘

Hospitals Switching States:

Hospitals choosing to change
from the state originating the
previous EHR incentive
payment(s) may do so provided
that both Delaware EHR Incentive
Payment Program and the
selected transfer state have
consulted with and have received
the approval from CMS.

Calculation

4.12.2 EH Payment

Page 98

Dual eligible Hospital Audits
and Appeals:

For dually eligible hospitals and
the childrenos
will perform audits and appeals of
eligibility criteria and allow CMS
Medicare to audit for Meaningful
Use and conduct appeals to
Meaningful Use. Additionally, the
State agrees to be bound by the
audit and appeal findings of CMS;
perform any necessary
recoupments arising from the
audits; and be liable for any FFP
granted the state to pay eligible
hospitals that, upon audit, and
any subsequent appeal, are
determined not to have been
meaningful EHR users.

h

SMHP

3.0 Risk
Assessment

Appendix C to the

Page 10
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STAGE 1 MU MEASURES

STATE MEDICAID HIT PLAN (SMHP)

Location ‘

Stage 1 MU Measures:

Stage 1 MU Measures 2013
changes: Core & Menu measures
will be incorporated as part of the
below from the SMHP.

AiThe DMMA QMS cu
incorporates a list of mandatory
HEDIS measures to be reported
annually by the MCOs. The
relevant MU measures will be
incorporated into this strategy in
the future and should greatly
improve the monitoring of access,
care delivery, health
management, and care
expenditures. o

Stage 1 MU Measures

(Core/Menu): (List of MU Measures
follows this section.)

MAPIR 5.0 (ready spring 2013
and implemented summer/fall
2013) addresses changes to the
Core Measures and Menu Set for
2013.

Data

4.20 Clinical Quality

Page 109 - 110

ADDITIONAL UPDATES

10

Changed sSMHP 4 . 6 fDMMAN
is aware of the Seven Standards
and Conditions in 42 CFR Part
4330 to ADMMA i s
Seven Standards and Conditions
in Sections 1903(a)(3)(A)(i) and
1903(a)(3)(B) of the Social
Security Act.0

4.7 MAPIR Overview

Page 72
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Federal Financial Participation
(FFP) for any recouped funds.

The identified overpayment will be
returned to CMS within the 1-year
Federal period. The repayment
will occur, with or without the
recovery having been completed
by the State. Delaware will report
to CMS on the CMS-64 on
recoupments through established
accounts receivable records that
indicate the Medicaid EHR
Incentive Program fund code. In
the report, the State will indicate
whether the funds were recovered
from the provider, or if they are
still outstanding. (Section 4.12.1
DHSS, DMMA, SMHP)

4.3 Post-Payment
On-Site Review

Updates Section ‘ Location ‘

11 Provider/Hospital attestation tail. | 4.9  Provider Page 88

Delaware allows EPs a grace Eligibility Determination

period at the end of the calendar

year of 60 days (January 17

February 28/29) and EHs a grace

period at the end of the Federal

Fiscal Year of 120 days (October

17 December 31).
12 Pl ease descri be |AppendixCtothe Page 27

to reconcile the appropriate SMHP
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Updates Section ‘ Location

With regard to reviewing for duplicate | Appendix C to the Page 21
payments, the State should also SMHP
specifically ensure that eligible
professionals (EPs) attesting together | 4.0~ Post Payment
using the group patient volume proxy | Desk Review and On-
are not also receiving erroneous Site Audit Scope

payments as individual EPs.

EPs Practice Locations and Affiliated
Groups Verification:

1.8 Obtain and review
documentation supf
practice locations by reviewing
claims/encounter data in MMIS

1.9 Review the NLR/SLR to
determine if any EPs within the
Group attested as part of multiple
Groups

Duplicate Patient Encounters
Verification:

1.10  Obtain the patient volume
calculations for the EP from the pre-
payment audit work papers and any
supporting documentation submitted
by the EP to substantiate their patient
volume attestation

1.11  Obtain all of the practice
locations where the EPs attested as
part of a group and obtain the EPs
patient encounters reported as part of
those groups and confirm that the
patient encounters reported in the
patient volume calculations were not
duplicated

If the EP has duplicated its patient
encounters in its patient volume
calculations and the corrected
calculation does not meet the patient
volume threshold, the EP is not
eligible.
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Updates
0 MU
0 Provider meets

requirements for adoption,
implementation, or upgrade for
year one

0 Provider meets Stage 1
MU criteria in year two

0 Provider meets Stage 1
MU criteria established in Stage 2
Final Rule

0 Provider meets Stage 2
MU criteria in 2014
o In subsequent years,

provider meets the criteria
established for the appropriate
stage of MU

DELAWARE HEALTH AND SOCIAL SERVICES

DIVISION OF MEDICAID AND MEDICAL ASSISTANCE

Section

Incentive
Program Audit Process

5.2

STATE MEDICAID HIT PLAN (SMHP)

‘ Location ‘
Page 113
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15

16

17

Appendix C of the SMHP was
updated to include updates to 6.0,
Letter Forms. 6.5.2 Post
Payment Review Findings and
Appeal Process form letter was
added. Form letters 6.1 7 6.3.2
were updated to show Calendar
Year and Patient Volume Period
in the subject line. Form letters
6.41 6.5.1 were updated to show
only the Calendar Year in the
subject line.

The Flexibility Rule i effective for
Program Year 2014 only

Updated section 2.5
Environmental As is Scan to
include current information on the
ATestingod State
(SIM) grant received in December
2014.

Appendix C of the
SMHP. Sections 6.0 i
6.5.2

52 Incentive
Program Audit Process

2.5 Environmental
As Is Scan

Page 33

Page 111 - 114

Page 42 - 43
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LIST OF ACRONYMS

The following acronyms are used throughout this document:

Acronym Definition

A&l Division of Audits and Investigations

ACH Acute Care Hospital

ADA American Dental Association

ADT Admit, Discharge, Transfer

AG Attorney General

AHEC Area Health Education Center

AIDS Acquired Immunodeficiency Syndrome

A/l/U Adopt/Implement/Upgrade

Ai Audacious Inquiry

ANSI American National Standards Institute

AR Accounts Receivable

ARMS Audit and Recovery Management Services

ARRA American Recovery and Reinvestment Act
of 2009

ASC Accredited Standards Committee

ASP Active Server Pages

BES Business Exchange Services

BMI Body Mass Index

CAH Critical Access Hospital

CCD Continuity of Care Document

CCHS Christiana Care Health System

CCIs Clinical Care Information System

CCN CMS Certification Number

CDC Centers for Disease Control and Prevention

CFR Code of Federal Regulations

CHIP Childrenés Heempramh | ng

CHPL CMS Certified HIT Product List

CIO Chief Information Officer

CMHS Center for Mental Health Services

CMPI Community Master Patient Index (see MPI)

CMM Capability Maturity Module

CMS Centers for Medicare & Medicaid Services

CNM Certified Nurse Midwife

COBOL Common Business Oriented Language

COLD Computer Output to Laser Disk

COO Chief Operating Officer

COS Category of Service
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CPOE Computerized Provider Order Entry

CPAS Claims Processing Assessment System

CRDP Chronic Renal Disease Program

CSAT Center for Substance Abuse Treatment

CT Computed Tomography (CAT scan)

CY Calendar Year

DAFP Delaware Academy of Family Physicians

DCIS Delaware Client Information System

DCMHS Division of Child Mental Health Services

DCSE Division of Child Support Enforcement

DDDS Division of Developmental Disabilities
Services

DMES Delaware Medicaid Enterprise System

DERSS Delaware Electronic Reporting and
Surveillance System

DHCA Delaware Health Care Association

DHCC Delaware Health Care Commission

DHCFA Delaware Health Care Facilities Association

DHCP Delaware Healthy Children Program

DHEC Delaware Higher Education Commission

DHHS Department of Health and Human Services

DHIN Delaware Health Information Network

DHSS Department of Health and Social Services

DIMER Delaware Institute of Medical Education and
Research

DMAP Delaware Medical Assistance Program

DMES Delaware Medicaid Enterprise System

DMGMA Delaware Medical Group Management
Association

DMMA Division of Medicaid and Medical
Assistance

DMS Division of Management Services

DOC Department of Corrections

DoD Department of Defense

DOQ-IT Doctor's Office Quality i Information
Technology

DPAP Delaware Prescription Assistance Program

DPH Division of Public Health

DSAMH Division of Substance Abuse and
Mental Health

DSCYF Department of Services for Children, Youth,
and Families

Page xviii



DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF MEDICAID AND MEDICAL ASSISTANCE
STATE MEDICAID HIT PLAN (SMHP)

DSHP Diamond State Health Plan

DSP Diamond State Partners

DSS Division of Social Services

DTI Department of Technology and Information

DUR Drug Utilization Review

DW Data Warehouse

DXC New Corporate name for HPES as of 4/17

ECMS Electronic Commerce Management Service

ED Emergency Departments (Hospital)

EDS Electronic Data Systems

EFT Electronic Funds Transfer

EH Eligible Hospital

EHR Electronic Health Record

ELC Epidemiology and Laboratory Capacity

EMR Electronic Medical Record

EMS Emergency Management System

EP Eligible Professional

EPLS Excluded Parties List System

EPSDT Early Periodic Screening, Diagnosis, and
Treatment

ER Emergency Room

EVRS Electronic Vital Records System

EVS Electronic Verification System

eCQM Electronic Clinical Quality Measures

EPx Electronic Prescribing

FA Fiscal Agent

FACTS Family and Childrend

FAQs Frequently Asked Questions

FFP Federal Financial Participation

FFS Fee-For-Service

FFY Federal Fiscal Year

FOIA Freedom of Information Act

FOX Fox Systems, a Cognosante company

FPL Federal Poverty Level

FQHC Federally Qualified Health Center

FY Fiscal Year

FTP File Transfer Protocol

GE General Electric

HCBS Home and Community Based Services

HEDIS Healthcare Effectiveness Data and

Information Set
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HHS United States Department of Health and
Human Services

HIE Health Information Exchange

HIPAA Health Insurance Portability and
Accountability Act

HIT Health Information Technology

HITSP Healthcare Information Technology
Standards Panel

HITECH Health Information Technology for
Economic and Clinical Health

HIV Human Immunodeficiency Virus

HL7 Health Level Seven

HMS Health Management Systems

HPE Hewlett Packard Enterprise Services

HRSA Health Resources and Services
Administration

HTTPS Hypertext Transfer Protocol Secure

IAPD Implementation Advance Planning
Document

IBM International Business Machines

ICD-10 International Classification of Diseases,
Version 10

ID Identification

IHS Indian Health Services

IPA Institute for Public Administration

IR Implementation Roadmap

IRM Information Resource Management

ISIS Integrated Services Information System

ISU Information System Unit

IT Information Technology

JCAHO Joint Commission on Accreditation of
Healthcare Organizations

LAN Local Area Network

LIMS Laboratory Information Management
System

LTC Long-Term Care

MAPIR Medical Assistance Provider Incentive
Repository

MAR Management and Administrative Reporting

MCBR Medicaid Credit Balance Report

MCI Master Client Index

MCO Managed Care Organization

MDS Minimum Data Set

MFCU Medicaid Fraud Control Unit

Page xx



DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF MEDICAID AND MEDICAL ASSISTANCE
STATE MEDICAID HIT PLAN (SMHP)

MGMA Medical Group Management Association

MHSIP Mental Health Statistics Improvement
Program

MITA Medicaid Information Technology
Architecture

MMDS Medical Management and Delegated
Services

MMIS Medicaid Management Information System

MML MITA Maturity Level

MOU Memorandum of Understanding

MPI Master Patient/Person Index

MRI Magnetic Resonance Imaging

MS Microsoft

MSD Medical Society of Delaware

MSIS Medicaid Statistical Information Statistics

MTG Medicaid Transformation Grant

MU Meaningful Use

NACDS National Association of Chain Drug Stores

NCPDP National Council for Prescription Drug
Programs

NDC National Drug Code

NET Non-Emergency Transportation

NHIE National Health Information Exchange

NHIN Nationwide Health Information Network

NOMS National Outcome Measures

NPI National Provider Identifier

NPPES National Plan and Provider Enumeration
System

NPRM National Proposed Rule Making

NTIA National Telecommunications and
Information Administration

OATS Office of Administrative and Technology
Services

OMAP Office of Medical Assistance Programs

OoIG Office of the Inspector General

ONC Office of the National Coordinator for Health
Information Technology

ORT Operational Readiness Testing

oS Operating System

oT Occupational Therapist

PA Prior Authorization

PACE Program of All-Inclusive Care for the Elderly

PAPD Planning Advance Planning Document
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PBM Pharmacy Benefits Management

PC Personal Computer

PCCM Primary Care Case Management

PCP Primary Care Provider

PDA Personal Digital Assistant

PDL Preferred Drug List

PET Positron Emission Tomography

PET/CT Positron Emission Tomography/Computed
Tomography

PHER Public Health Emergency Response

PHI Protected Health Information

PHIN Public Health Information Network

PHINMS Public Health Information Network
Messaging System

PHR Personal Health Record

Pl Program Integrity Unit

POC Point of Care

POS Point of Sale

PPEC Prescribed Pediatric Extended Care

Pro-DUR Prospective Drug Utilization Review

PT Physical Therapist

PTAN Provider Transaction Access Number

PV Patient Volume

QA Quality Assurance

Ql Quality Improvement

QID Quiality Insights of Delaware

QIO Quality Improvement Organization

QMS Quality Management Strategy

R&A System Medicare and Medicaid EHR Incentive
Program Registration and Attestation
System (previously known as National Level
Repository or NLR)

RA Remittance Advice

RDBMS Relational Database Management System

REC Regional Extension Center

REF Research and Education Foundation

Retro-DUR Retrospective Drug Utilization Review

RFP Request for Proposal

RHC Rural Health Clinic

RHIO Regional Health Information Organization

RLS Record Locator Service

SFTP Secure File Transfer Protocol
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SLRP State Loan Repayment Program

SME Subject Matter Expert

SMHP State Medicaid HIT Plan

SOA Service Oriented Architecture

SQL Structured Query Language

SS-A State Self-Assessment

SSL Secure Socket Layer

SUR Surveillance and Utilization Review

TAC Technical Advisory Committee

TAP Tracking Assessment and Planning

TEDS Treatment Episode Data Set

TIN Taxpayer Identification Number

TPL Third-Party Liability

UAT User Acceptance Test

URL Uniform Resource Locator

URS Uniform Reporting System

us United States

VAN Value Added Network

VB.NET Visual Basic.NET

VFC Vaccines for Children

VPN Virtual Private Network

VRS Voice Response System

WAN Wide Area Network

XIX Title 19 of the Social Security Act
(Medicaid)

XXI Title 21 of the Social Security Act (CHIP)

XML Extensible Markup Language
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1 EXECUTIVE OVERVIEW

The State of Delaware through the Division of Medicaid and Medical Assistance ( DMMA) or fit he
Division,0is submitting this State Medicaid Health Information Technology (HIT) Plan (SMHP) as

requested by the Centers for Medicare & Medicaid Services (CMS). This plan will describe the

State's current and future HIT activities in support of the Medicaid Electronic Health Record (EHR)

Incentive Program. In December 2012, the State submitted an update to this plan that was

approved on March 13, 2013. The update included Stage 2 Final Rule changes (patient volume,

hospital based exclusion of EPs, hospital changes, and Stage 1 MU measure changes). The

original SMHP was approved through October 2013. The State of Delaware is now submitting

this State Medicaid Health Information Technology (HIT) Plan (SMHP) for approval. This plan

describes the State's current and future HIT activities in support of the Medicaid Electronic Health

Record (EHR) Incentive Program and describes the State6 s ef f ort s HIdvistooint i nue
Delaware. Delaware seeks CMS approval of this updated SMHP.

Delaware has worked collaboratively with the statewide HIE, Delaware Health Information
Network (DHIN), the Regional Extension Center (REC) and Hewlett Packard Enterprise Services
(HPE), presently known as DXC Technology as of April 2017. DXC provides our Medical
Assi stance Provider Incentive Repository (MAPI R),
provider incentive applications and payments; provides technical assistance; and is contracted to
form our Provider Incentive Payment Team (PIP). The PIP team works with providers to process
their applications through the MAPIR system. Delaware collaborates with 13 other states that
also use MAPIR to mitigate costs and share technology. Monthly HIT steering committee
meetings are held in person, virtually or through email updates and includes the State HIT
Coordinator, DMMA representatives from Managed Care, Program Integrity and Planning and
Quiality units as well as from the MAPIR PIP Team.

Since December 2011, the State of Delaware has provided incentive payments to over 700
providers including seven hospitals for adopting, implementing, or upgrading to certified EHR
systems and for Meaningful Use of EHR technology. The Medicaid HIT program understands the
necessity of having a successful DHIN in order to have a successful provider incentive program.
A working relationship has been established between DMMA and the DHIN. This plan will show
the current status of HIT in Delaware and explain the vision of HIT in the future and its impact on
Medicaid.

1.1 Background

CMS implemented the EHR Incentive Program through the Health Information Technology for
Economic and Clinical Health Act (HITECH) provisions of the American Recovery and
Reinvestment Act of 2009 (ARRA). Section 4210 establishes an incentive payment program for
Medicare and Medicaid providers to encourage the adoption and use of EHRs. The program
provides incentive payments to Eligible Professionals (EPs) and Eligible Hospitals (EHS) as they
adopt, implement, upgrade (A/l/U), or demonstrate MU of certified EHR technology. EPs can
receive up to $63,750 over a maximum of 6 years of participation in the program. EH payments
are based on a number of factors and can be distributed over at least three years. The Medicaid
EHR incentive program is voluntarily offered by individual states and territories and can begin in
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2011. The program will continue until 2021. 2016 is the last year a Medicaid provider may begin
participation in the program.

The SMHP focuseson Medi cai doés role in the overal/l
reviewed by CMS and the Office of National Coordinator for Health Information Technology (ONC)
to ensure a coordinated, integrated strategy for the Delaware EHR Incentive Program planning
activities. Since implementation of the program, CMS and the ONC have worked together
internally and with CMS Regional Offices to ensure a consistent and coordinated strategy for
overall State HIT planning activities.

The EHR incentive program was established to address entry costs, as one of the main barriers
to EHR adoption, by providing incentive payments to EPs and EHs participating in Medicare and
Medicaid programs that are meaningful users of certified EHR technology. The payments are not
a reimbursement; but, instead, an incentive made to EPs, EHs, and Critical Access Hospitals
(CAHs) to A/l/U and appropriately use certified EHR technology. EPs, EHs, and CAHs
participating in the Medicaid EHR Incentive Program may qualify in their first year of participation
for an incentive payment by demonstrating the adoption (acquired and installed), implementation
(trained staff, deployed tools, exchanged data), or upgrade (expanded functionality or
interoperability) of a certified EHR. Incentive payments may also be disbursed to providers who
demonstrate MU for an additional five years culminating in 2021.%

DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF MEDICAID AND MEDICAL ASSISTANCE
STATE MEDICAID HIT PLAN (SMHP)

St at e

The ONC issued a closely related final rule that specifiedt he Secr et arybés adoption

of standards, implementation specifications, and certification criteria for EHRs. Additionally, ONC
issued a separate Rule related to the certification of HIT.

According to CMS, goals for the national program include:

Enhance care coordination and patient safety.
Reduce paperwork and improve efficiencies.

Facilitate electronic information sharing across providers, payers, and State lines.

Hp w N PR

Enable data sharing using State HIE and the Nationwide Health Information Network
(NHIN).

Achieving these goals will improve health outcomes, facilitate access, simplify care, and reduce
costs of health care nationwide.

The DMMA, since 2011, has worked closely with its federal and state partners to ensure that the
Delaware EHR Incentive Program fits into the overall HIT strategic plan for the state, thereby
advancing national goals for HIT and HIE.

1.11 Current Delaware Health Information Technology = Landscape

1 CMS Office of Public Affairs: 202-690-6145. CMS Proposes Requirements for the Electronic Health
Records (EHR) Medicaid Incentive Payment Program. December 30, 2009.
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Delaware is involved in a number of HIT activities that impact its Medicaid members, providers,
other State agencies, and partners across the State. DMMA is fortunate to have both an HIE
(DHIN) and a REC (Quality Insights Designs [QID]) that are in place and functioning. DMMA has
collaborated with these activities to extend the HIT infrastructure to State Medicaid providers who
attested A/I/U and MU to certified EHR technology. Further information describing the current HIT
Landscape in Delaware is provided in Section 2.

1.11.1 Use of Medicaid Information Technology Architecture (MITA)
Principles and Methodology

DMMA completed its MITA State Self-Assessment (SS-A) in 2011 and on January 1, 2017
implemented the St a t [Refaware Medicaid Enterprise System (DMES), formerly the Medicaid
Management Information System (MMIS). This assessment has provided the roadmap for
activities that will help DMMA increase its MITA Maturity Levels (MMLSs) for its inventory of MITA
business processes. The current MMIS contract expired June 30, 2016, and was extended until
December 31, 2016 and the DMES contract initiated at Go-Live on January 1, 2017.

This SMHP identifies those new or modified business processes necessary to operate the
Medicaid EHR Incentive Program. An inventory of impacted business processes is found in
Section 2.4.2, Table 4 of this document.

1.1.1.2 As Is Environmental Scan

Delaware is seeing significant adoption of HIT in the provider community. The SMHP utilized a
bi-yearly provider technology capacity study that indicated that electronic medical record (EMR)
use has increased at a rate of 15 percent for primary care providers (PCPs) and eight percent
for specialists between 2006 and 2008. In 2008, nearly 50 percent of Delaware physicians claimed
to use some type of EMR technology. DHIN provider enrollment has grown significantly since its
implementation in 2007. As of February 2016, DHIN participation statistics show the following:

100% of Delaware acute care hospitals (ACHS), including Nemours, Bayhealth Medical
Center, Beebe Healthcare, Christiana Care Health System, Nanticoke Memorial Hospital and
Saint Francis Healthcare, all major laboratories and radiology facilities, all skilled nursing
facilities, and al most 100% of the Stateods
include Pathologists) participate in DHIN

Two federally qualified health centers (FQHCs) are among the practices exclusively receiving
results via DHIN

More than 1.9 million unique patients are represented in the DHIN master patient/person index
(MPI) including patients from all 50 states

Almost 100% of providers currently practicing in Delaware are enrolled in DHIN

69% (233 of 337) of Delaware practices have an EMR that has a certified interface with DHIN
Almost 100% of providers currently practicing in Delaware are enrolled in DHIN

Approaching 100% of medical providers, who have enrolled and are participating in DHIN
More than 14 million clinical results and reports are posted on DHIN each year
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1..1.2 Vision of HIT Future

The State of Delaware has had a developing vision for the future of HIT since 1997 when

legislation was enacted to establish the DHIN. In 2007, the DHIN became the first operational

statewide HIE in the country. Over the years, the State has continued to augment and deploy

DHIN across the state and continues to expand effortsforDHI N t o support not onl
providers but also other state agencies and programs in achieving automated exchange of

health information to facilitate business operations. This plan shows the complementary vision

between DMMA and other stakeholders such as the DHIN. The DMMA continues to align its

vision with statewide efforts to realize a unif.i
HIT initiatives are included below in section 1.2. The following project summary form the State

Innovation Model (SIM) Operation Plan, Model Test Year 1, February 1, 2016 i January 31,

2017, outlines the vision for improving health care delivery in Delaware:

Through the State Innovation Model (SIM) Test Grant and the Design Grant that preceded it,
Delawareans have come together in an unprecedented collaborative effort to develop and
implement a multi-stakeholder plan to improve health, health care quality and patient
experience, and reduce the growth rate in health care costs. Delaware has developed a bold
plan to improve on each dimension of the Triple Aim, plus one: to be one of the five healthiest
states, to be among the top 10% of states in health care quality and patient experience, to
bring the growth of health care costs in line with GDP growth, and to improve the provider
experience.

The core elements of this plan include: 1) supporting local communities to work together to
enable healthier living and better access to primary care; 2) transforming primary care so that
every Delawarean has access to a primary care provider and to better coordinated cared
between primary care and behavioral health, other specialists, and hospitalsd for those
patients with the greatest health needs; 3) across all payers, including Medicare, Medicaid,
State Employees, and major commercial payers, shifting to payment models that reward high
quality and better management of costs, with a common scorecard; 4) developing the
technology needed for providers to access better information about their performance and for
consumers to engage in their own health; and 5) providing the resources to the current health
care workforce to transition to team-based care and employing strategies to develop the future
wor kforce to meet the diverse needs of Del awar ef¢

Whil e Del awah s &ensersys-pasan,athe State will use its purchasing and
regulatory authority to support these changes, including through its requirements for Medicaid
Managed Care Organizations and Qualified Health Plans on the Health Insurance
Marketplace. Public and private-sector leaders from across the state remain committed to the
success of this initiative.

Through this plan Del aware aims for 90% of Del ¢
participate, as well as advanced practice nurses practicing under the Collaborative

Agreement, improving health and health care for nearly 800,000 beneficiaries across

Medicare, Medicaid, State Employees, and major commercial payers.
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1.1.3 Provider EHR Incentive Program Implementation

The backbone of the operational solution is the Medical Assistance Provider Incentive
Repository (MAPIR), the DXC solution that was implemented collaboratively in 13 States. The
Medicaid HIT Coordinator and staff participate in bi-weekly calls with the 13-State Collaborative
to discuss MAPIR version changes. The Collaborative is led by Pennsylvania and their DXC
MAPIR team. Medicaid Incentive Payments have been paid to over 500 unique providers and
total over $37 million. The DHIN, using funding from an ONC grant for Promoting HIT Adoption
and Health Information Exchange Across the Continuum of Care, surveyed 100 of the 426
practices enrolled with the DHIN. The survey asked two questions:

1 Do you provide on-line access to patients through an Electronic Medical Records

portal? 75% ofthe surveyedpr acti ces responded fyes.

1 Which practices have met the benchmark of 5% of patients who have
viewed, downloaded or transmitted their own data from the EMR? 55%
of the practices, who met the MU measure of 5% patient engagement,
have accessed the DHIN for medical data.

Practices and Providers with EMRs which are Didigttified*

Providers Practices

ADS 4 3
Advanced MD 15 7
AllMeds 9 1
AllScripts Pro 305 49
Amazing Charts 21 6
Aprima 7 3
Arete 41 15
Athena Health 51 18
Care 360 10 6
GE Healthcare (Centricity) 225 34
Cerner 161 53
Office Practicum Connexin 17 4
eCW 76 31
Epic 100 24
EyeMD 9 2
GEMMS 72 6
Glenwood Glace 3 1
Greenway 67 8
Health Fushion 9 3
Info Quest 2 1
McKesson 26 8
Henry Schein MicroMD 2 2
NextGen 47 3
Bizmatics PrognoCis 2 2
Sequel Med 2 2
STI 107 44
Waiting Room Solutions 2 1
TOTALS 1392 337
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426 DHIN practices reporting that they use an EMR. 337 practices have an integration available to them (79%).
233 practices have a DHIN integration to their EMR (69%, 233/337)*

The integration and use of Certified Health Information Technology Systems (CEHRT) with
the DHIN is the major end goal of provider participation in the EHR Incentive Payment
Program in Delaware. The current HIT landscape and use of EHR is described below:

T
T

114

Approximately 95% of DHIN participating practices currently use an EHR.

79% of practices with an EHR are using one of the 27 EHRs for which DHIN has a certified
results delivery interface.

The remaining 21% of practices use approximately 40 different EHRs, each with a very
small footprint in the DE market, making it very difficult to engage these EHR vendors in
the work to support the various types of exchange

Almost all DE providers are receiving results and reports delivered through DHIN on behalf
of the hospitals, labs, or imaging groups. These results are also archived in the DHIN
Community Health Record to make them available for query by other health care
providers. Currently, only about 12% of DE ambulatory providers are contributing data to
the Community Health Record in the form of encounter-level CCDs. An unknown number
of them may be engaging in point to point exchange with referral partners using secure
messaging tools in their EHR.

An unknown number of providers are accessing data through CommonWell or Care
Equality.

DHIN is currently in contract negotiations with a major provider of telehealth services
(currently contracted to two of the three largest health systems in the state to provide
telehealth services) to have them send summaries of telehealth encounters to the DHIN
Community Health Record. This will provide a more complete longitudinal record of care,

and will allow DHINtol ever age our notification servi
telehealth encounter has occurred. I niti

ONC grant (Advance Interoperable HIE), and ongoing costs will transition to private
funding after the end of the grant.

Program Audit Strategy

The Program Integrity Unit (PI) of the DMMA is responsible for the detection and prevention of
fraud, waste, and abuse. The following functions are performed by the PI:

Creating audits and edits of the claims system so that claims with problems will not be paid

Identifying clients who have other insurance so that Medicaid is the payer of last resort and
recovering monies paid by Medicaid for clients that have other insurance
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Reviewing claims with possible problems and determining if payment should be made

Identification, investigation, and referral of suspected provider and recipient fraud, waste, and
abuse

The Surveillance and Utilization Review (SUR) Unit, of the Pl monitors the utilization of Medicaid
services to detect, investigate, and take action on findings of fraud, waste, and/or abuse. The
SUR Unit fulfills section 42 Code of Federal Regulations (CFR) 455.1, which requires that states
have a program in place for the identification, investigation, and referral of suspected provider
and recipient fraud and abuse.

There are three components to the DMMA audit strategy related to the Delaware EHR Incentive
Program:

A DMMA will avoid making improper payments by ensuring that payments only go to EPs
and EHs who meet all incentive funding requirements.

A DMMA will ensure incentive payments are disbursed appropriately through a combination
of monitoring and validation before payments are made.

A DMMA will identify suspected fraud and abuse through data analysis and provider audits.
DMMA will perform targeted and random audits after payments are disbursed.

The DMMA HIT coordinator, with input from PI, developed a detailed audit protocol, designed to
meet the specific objectives of the audit function described in Section 5. This protocol addresses
the entire audit process, and includes:

Steps to validate Medicaid and needy patient volume including claims data analysis and
possible onsite verification of the provider s

Steps to verify adoption, implementation and upgrade, which will include a checklist and onsite

review of the providerds use of EHR techmhol ogy;
purchase, vendor agreements; review of staff training; and determination that the EHR

technology used is certified

Steps to verify meaningful use for Stage 1, Stage 2 and Stage 3

A detailed audit strategy has been designed and approved by CMS in January 2013 and
updated and approved by CMS in December 2016. DMMA has included, with this SMHP, an
updated audit strategy to include audit procedures. The audit function is described in Section
5 and the audit strategy is found in Appendix C.

1.14 HIT Roadmap

The roadmap identifies the impact on MMLs (MITA Maturity Levels), benefits of future
participation in the HIE, and uses of clinical and MU data.
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2 CURRENT HIT LANDSCAP E ASSESSMENT T THE AS IS
ENVIRONMENT.

The State of Delaware provides comprehensive medical assistance to approximately 241,472

eligible members under Title XIX of the Social Security Act through the Delaware Medical
Assistance Program (DMAP). The DHSS is the single State agency mandated by the federal
government and the State of Delaware to administer state and federally funded financial and

medical assistance programs for Delaware's needy citizens. The DMMA manages most of the

medical programs within DHSS and coordinates its efforts with other state agencies that provide

medical services. DMMA has primary responsibility for administering MedicaidandtheCh i | dr en 6 s
Health Insurance Program (CHIP).

The mission of DMMA is to improve health outcomes by ensuring that the highest quality medical
services are provided to the vulnerable populations of Delaware in the most cost effective manner.
DMMA administers four major health care programs: Medicaid; CHIP; Delaware Prescription
Assistance Program (DPAP); and Chronic Renal Disease Program (CRDP). In combination, these
programs provide health coverage to approximately 241,472 individuals each month. Medicaid,
alone, currently has over 213,124 enrollees. That is almost one out of every five Delawareans.

All traditional Delaware Medicaid benefits are included in the capitated benefit package with some

notable exceptions. Dental, non-emergency transportation (NET), services offered through our

PROMISE program that serves people with severe and persistent mental illness, and other

services such as specialized services for children e.g., Prescribed Pediatric Extended Care

(PPEC) are all excluded from the capitated benefit package. All non-capitated services, however,

continue to be availableto DSHPEr eci pi ent s and are covered by Medi
program on a fee-for-service (FFS) basis or through other contractual capitated arrangements.

Of the 213,124 Medicaid clients enrolled in the DSHPE on December 2016, 213,124 are enrolled

with one of two commercial managed care plans, UnitedHealthcare Community Plan operated by

United Healthcare and Health Options operated by High Mark Blue Cross Blue Shield.

DMMA is organized into the following areas of responsibility: Management Services which
includes Accounting, Financial Management and Information Systems; Service Delivery which
includes Managed Care Operations, and Training & LTC Eligibility Services; Program Integrity;
Planning, Policy and Quality; Community Relations; Chief Medical Officer.

DHSS contracts with a FA, DXC, to support Medicaid operations. The FA operates and maintains
the DMES in addition, DHSS contracts with the FA for claims processing, pharmacy consultant
services, a client pharmacy call center, provider relations, and drug rebates, invoicing and
collection, DPAP processing, third-party liability (TPL) verification and lead processing, Drug
Utilization Review (DUR), Health Benefit Management services, Health Care Program Premium
processing, some auditing functions and ad-hoc query environment management.

Medicaid modernization remains a high priority today for DMMA. Advances in HIT, including the
deployment of EHRs, HIE, and the need for interoperability across systems to support patient
safety and quality of care, are driving forces in health reform and other efforts to improve care
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and reduce unnecessary costs. Alignment with national health initiatives, such as the NHIN,
makes the potential for using business data to develop performance metrics for evaluating health
outcomes at all levels of health care delivery systems extremely viable.

The Division developed the original SMHP in the context of the coordinated efforts with other
recipients of ARRA HITECH funds such as DHIN and QID. This ensured that EHR systems and
the HIE could be leveraged to their f ul | capacity in supporti
collaboration ensured that HIT investments by the State and the federal government are
maximized and economies of scale are realized throughout implementation of this SMHP. The
Division continues to collaborate on approaches to promote EHR use and connectivity which
support improved care management, improved communication with Medicaid providers, and
efficiencies in medical management for Delawareans.

2.1 Current HIT Activities and Impact on Medicaid Beneficiaries

Appropriate utilization of HIT will help improve the quality and efficiency of health care while
reducing costs. The foundation has been laid over the past several years to move Delaware in a
direction that provides a positive impact to both healthcare providers and recipients. The DMMA
has taken an active role in the HIT endeavors as described below.

E-Prescribing

The DMMA implemented an e-Prescribing Program funded through a CMS Medicaid
Transformation Grant (MTG) in November 2008. DMMA implemented a full e-Prescribing solution
that provided real-time MMIS information to a hub that allowed access to the data regardless of
the technology used. Additionally, a pilot program provided software and personal digital
assistants (PDAS) to select physicians that did not currently have e-Prescribing capabilities. The
system provides physicians the following features:

Real-time Medication History
Benefit Plan
PDL
Prior Authorization (PA) Requirements (with Uniform Resource Locator (URL) to PA form)
Clinical Decision Support
Warnings and Alerts
9 Drug/Drug Interactions
1 Duplicate Therapy
1 Dosage Limits
1 Early/Late Refill
1 Quantity Limits
1 Allergy Alerts

DELAWARE HEALTH AND SOCIAL SERVICES
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STATE MEDICAID HIT PLAN (SMHP)
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The Delaware approach uses Surescripts, which is a leader in transaction processing between
payers, pharmacy benefits management (PBM) firms, and point of care (POC) technology
vendors on behalf of physicians and pharmacies. With universal payer enablement of the
Delaware Medicaid data, practitioners are free to use any POC technology vendor to deliver in-
office stand-alone or EMR technology This allows practitioners to choose POC technology
vendors for e-Prescribing and/or EHRs that best meet the needs of their practices, yet still have
all of the functionality available with the National Council for Prescription Drug Programs (NCPDP)
script standard transactions. Interfaces with Surescripts are kept current and up to date with
industry standards. Surescripts also tracks adoption and usage of e-Prescribing for Delaware on
its web site at http://lwww.surescripts.com/about-e-prescribing/progress-
reports/state.aspx?state=de&x=40&y=16.

Table 1 below shows the number and percentage of physicians utilizing an e-Prescribing system
and sending their prescriptions electronically. It shows how many successful patient eligibility,
medication history transactions, and drug claims are being processed through MMIS.

Table 1 Delaware Physicians Utilizing e-Prescribing

14-Jun  14-Jul 14-Aug 14-Sep  14-Oct  14-Nov | 14-Dec

Number of DMAP

Providers using an e-
Prescribing system (art T SIS R 3834 3960 [ 3759 | 3924

for mo.)

Number of active DMAP
providers (had at least [C{oNKS] 2909 2940 3078 3019 3019 3190

one drug claim (per mo.)

% of DMAP Providers
using an e-Prescribing O[O 100% 100% 100% 100% 100% 100%

system

Total Eligibility
IEOEEGTO oIS 133,261 | 136,472 | 134,325 153,250 | 160,289 | 145,697 | 161,857

successfully

Total Medication History
Transactions processed [EySeL¥} 55,888 52,848 60,016 63,122 54,629 66,200

successfully

Total drug claims
by DMAP 197,404 | 200,643 | 195,007 213,631 | 218,428 | 193,577 | 251,933

providers

Total Medicaid
TR R 56,199 | 55,991 | 53,282 | 64,468 | 66,523 | 56,657 | 66,676

electronic origin code

% of total claim volume
with  electronic  origin L) 28% 27% 30% 30% 29% 26%
code
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*Delaware FFS discontinued the E-Prescribing capability on July 1, 2015. Managed Care
plans are actively E-Prescribing. We worked with the DMMA Managed Care Operations
Unit to establish reporting on e-Prescribing for the future.

MCO A Physicians Utiligie-Prescribing

Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

Number of MCO A Providers usin

EUNCHLCSVINBISECIN(EURgE 2.059 | 2,044 | 2,128 | 2,092 | 2,042 | 2,018 | 2,080 | 2,061 | 2,114 | 2,131 | 2,060 | 2,139
month)

Number of active MCO A provide

(QECRENEES RN ORCETN(EM 3.392 | 3.303 | 3.379 | 3.408 | 3.327 | 3.317 | 3.394 | 3.343 | 3.343 | 3.444 | 3.334 | 3.400
month)

MU BRI ¢ 10, | 6200 | 63% | 61% | 61% | 61% | 61% | 62% | 63% | 62% | 62 | 63%

Prescribing system I
Total Eligibility Transactions
processed successfully

Total Medication History - -
Transactions processed successfi — —

75,5051102.217132,514136.500 135.399 144,054 135,954 138,873 144.1371140,974 148,671 161.31§

E:
E:
%
3

*k *k *k *k ok

New
Prescription

Total MCO A drug claims with 36.779| 41.284| 39125 38.809| 36.075| 35.191| 35.086 38780 39.197| 36.621| 30.833
electronic origin code

% of total claim volume with

©
=
©

K

51% | 50% | 52% | 52% | 51% | 50% | 51% | 53% | 53% | 53% | 54%
electronic origin code

Total

Prescription
Total MCO A drug claims with
electronic origin code
% of total claim volume with
electronic origin code

115.836133.764125.18(4123.173121.484119.51(0 119,339 121,899 124,303 116.419 125.62(
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Jan-16 Feb-16  Mar-16  Apr-16 May-16  Jun-16 Jul-16 Aug-16  Sep-16  Oct-16 Nov-16  Dec-16

Number of MCO A Providers using
an e-Prescribing system (part of 2.083 2103 2,140 2120 2115 2143 2.079
manth)

Number of active MCO A provider:
(had at least one drug claim (per 3.323 3.390 3,450 3.347 3.284 3.284 3,253
month)

% of MCO A Providers using an e-
Prescribing system

Total Eligibility Transactions
processed successfully

Total Medication History
Transactions processed successfu

N
N
]
N
N
N
[~
)
N
N
~
o1
N
N)
[o]
=
N
N
©
o

w
S
S
=
o
w
1
)
Iw
w
N
N
Iw
w
©
oo
Iw
[
©
)

63% 62% 62% 63% 64% 65% 64% 66% 67% 68% 67% 68%

94,929 | 87.266 | 90.057 | 94.812 | 104,824 104,998 | 95.683 | 114.912| 109.215| 123,142 | 129.792| 127.838

63.757 | 122,061 | 74937 | 72,589 | 82,803 | 99.143 | 80435 | 117,080 | 155,513 | 230,679 | 115974 | 99.160

OEINCORETRN VGO EE 70,004 | 70.826 | 75969 | 67.006 | 65.734 | 63.679 | 58,956 | 65.926 | 65.210 | 66.083 | 66.068 | 66.091

Total MCO A drug claims with 38505 | 39.255 | 42347 | 38463 | 38.080 | 36.991 | 33530 | 37.892 | 38.498 | 30254 | 39424 | 39543
electronic origin code

. : .

DO EHITE] N 550 55% 56% 57% 58% 58% 57% 57% 590 59% 60% 60%

electronic origin code = —
e (O REETN N OWAWNSGIGEE 119,198 120,039 | 126,809 | 113150 113,698 111.395| 105,616 114,929| 111,650 112,707 | 112,150 114,208
Total MCO A drug claims with
electronic origin code

% of total claim volume with
electronic origin code

74210 | 75,026 | 79.733 | 72,764 | 74,121 | 72,890 | 69.003 | 75.052 | 73986 | 74935 | 74.714 | 76.696

o
R
=3
o
8
=3

63% | 64% | 65% | 65% | 65%

22}
S
S
023
2
=

66% 67% 67%
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MCO B Physicians Utilizing e-Prescribing
Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

Number of MCO B Providers usii
EQREHESVIMPESS C N (Elidall 2826 | 2011 | 2122 | 2183 | 2184 | 2232 | 2292 | 2268 | 2309 | 2343 339 | 2401
month)

Number of active MCO B
providers (had at least one drug
claim (per month)

% of MCO B Providers using an

o 83% 57% 55% 56% 56% 57% 56% 55% 55% 55% 55% 56%
Prescribing system

Total Eligibility Transactions
processed successfully

(=}
(@}
(@}
(@]
1o
(=}
=
N
(=
©

63.827| 69.530| 64.938| 68.264| 77.423

Total Medication History
Transactions processed
successfully

Total drug claim MCO B Providel

0 0 0 0 0 0 89 | 38.878| 40.744| 38,702| 43.169| 43.626

Total MCO B drug claims with
electronic origin code 41.219] 46,727 57.166| 60.309| 62.121| 58551 57.955| 58.747| 64.494| 66.398| 64.973| 70,009

% of total claim volume with

S 50.79%| 54.68%)| 55.18%] 56.35%]| 56.66%]| 55.67%| 55.11%| 55.74%| 57.27%]| 57.25%]| 58.03%]| 57.55%
electronic origin code

MCO B Physicians Utilizing e-Prescribing
Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16

Number of MCO B Providers usil
an e-Prescribina svstem (part of
Number of active MCO B
(VI GECIEIRCE SR o0l — | — | — — | —— | —/= | —— ] —— | —— - | — | — | —/——
% of MCO B Providers using an
Prescribina svstem

Total Eligibility Transactions
processed successfully

Total Medication History
Transactions processed

prec e fiTe ol N\ (GlON=I2l(elVle[d 122,303 116,448 135,458 121,179122,504117,524111.,239125.111 122,303 125,044 125,03( 128,527

46.872] 49,194] 55.720| 52,634 53.304| 53.716] 50.647| 60,172 57.823| 60.468| 60,764 | 60.779

Total MCO B drug claims with
electronic origin code
% of total claim volume with

electronic origin code

71856 68.882( 81.495( 73.847| 75.000| 71,461 | 66.929( 76,272 | 75.155| 76,748 | 77.974| 80,597

~

58.75%]| 59.15%]| 60.16%)] 60.94%| 61.22%]| 60.80%]| 60.17%]| 60.96%| 61.45%| 61.37%]| 62.36%)| 62.71%

Medicaid Electronic Verification System (EVS)

The EVS provides fast, efficient and accurate verification services to all DMAP providers. The
EVS system furnishes providers with accurate and timely information, communicated in an easy-
to-understand format. These services improve provider efficiency and accuracy when assisting
Medicaid clients. TheEVS fAumbr el | a0 suppor tasdesorbedypelaavc cess met |

A Internet-Based EVS - An interface to the DMES utilizing Internet-based technology that allows
for verification of client coverage and other services through a secured Internet web site. EVS
allows access to the following:
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1 Eligibility program information, including TPL, such as managed care
enrollment, lock-in status, and program limitations

M Claim status

1 Check-write

1 Client service limits
1 PAinquiry

Telephone/Voice-Based EVS - An interface to the DMES using voice response hardware and
software. The Voice Response System (VRS) is an automated system accessed by touch-
tone telephone to provide information regarding client eligibility and other coverage in addition
to other verification services.

Electronic Commerce Management Service (ECMS) - An interface to the DMES using the
ECMS allows for the drop-off and pick-up of the following data in Health Insurance Portability
and Accountability Act (HIPAA) standard formats:

1 Interactive eligibility program information, including TPL, such as managed
care enrollment, lock-in status, and program limitations

1 Batch eligibility program information, including TPL, such as managed care
enrollment, lock-in status, and program limitations

9 Batch claim status

Point of Sale (POS) systems - Electronic messages submitted interactively, as opposed to
batch, through a POS device or through personal computer (PC)-running, POS emulation
software, allow providers to interface with the DMES through ECMS and obtain current
eligibility and other coverage. Providers may also use magnetic swipe eligibility cards in
conjunction with their POS systems to obtain current eligibility, TPL, managed care
enrollment, lock-in status, and program limitations.

Provider Electronic Solutions software/approved third-party vendor software - A software
package that allows providers to access verification services and claims submittal using a
computer. These transactions interface with the MMIS through ECMS.

Master Client Index (MCI)

DHSS maintains an MCI system which assigns a unique identifier to each client in the
departmentd gprograms and services including Medicaid recipients. This identifier is created
during the process of applying for benefits from multiple state agencies and is assigned to the
recipient for life. Once the MCI is created, it is shared with other program systems within and
outside of DHSS. Among the agencies sharing MCI data are: DMMA, Division of Social Services
(DSS), Division of Public Health (DPH) (clinics, immunizations, and lab services), Division of Child
Support Enforcement (DCSE), and the Division of Substance Abuse and Mental Health (DSAMH).
The use of an MCI improves coordination of various programs and services offered by DHSS.
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DHIN

In 2007, the Delaware Health Information Network (DHIN) became the first operational statewide
clinical HIE in the nation, connecting hospitals, reference laboratories, and a myriad of system
users, including physician practices, FQHCs, and public health. A public - private partnership
created by the Del aware |l egislature, DHI N&s
wide health information network integrating clinical, financial, and patient satisfaction data sources
to inform clinical decisions (16 Del Code § 10303). Expected benefits are improved
communication within the healthcare community, improved efficiency and elimination of
redundant testing, monitoring of population health and community health status, reduction in
healthcare costs, and serving as the trusted source of information for consumers and purchasers
as well as providers of care. The public-private Board of Directors is comprised of diverse
members representing the primary stakeholders of HIE. It includes consumers, Delaware state
government, business employers, hospitals, payers, and physicians. Current participation rates
are:

100% of Hospitals in Delaware
100% of Del awaadare @nd skilled mugsingtfaeilities
98% of Health Care Providers in Delaware

More than 14,000,000 clinical results and reports are posted on DHIN each year. DHIN processes
40 million transactions per year. The total patient records in the system now exceed 2.8 million
with patient records from all 50 states. The majority of Medicaid patient clinical data already exists
in the DHIN clinical repository, and assists hospitals and physicians in treating Medicaid clients
each day.

Current functionality of the DHIN includes:

Electronic Clinical Results Delivery -- DHIN facilitates the electronic transmission of clinical data
from data sending organizations, such as hospitals, commercial laboratories and imaging
centers to the ordering health care provider. Datas ender s include al
care hospitals, three border hospitals in Maryland, all commercial laboratories and
approximately 95% of imaging centers serving Delaware, as well as the Delaware Public
Health laboratory. DHIN supports the receipt and delivery of laboratory and pathology results,
radiology reports, a range of transcribed reports (such as hospital discharge summaries,
history and physical examination reports, operative reports and various others), and ADT files

(electronic hospitalAi f ace sheet sodo) . Al most all health

clinical orders receive their results through DHIN. DHIN processes the delivery and storage
of approximately 2.5 million results and reports each month.

DHIN-to-EHR Integrations: -- As a special instance of clinical results delivery, DHIN can interface
to any electronic health record (EHR) capable of connecting via a web-service interface using
Health Level Seven (HL7) standard language. The advantage of such an integration over
other forms of results delivery is that the end user requires no special effort or actions to
receive their results i they are delivered automatically into the EHR and accessible in the
normal workflow of the user. Once DHIN certifies that a single interface to DHIN pulls all data
types from all data senders and these results are stored and displayed correctly in that EHR,
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the vendor is free to market it as a DHIN-certified results delivery interface and sell it to all
their clients who are DHIN members. There are currently certified results delivery interfaces
from DHIN to 27 EHRSs, representing 79% of EHR users in the state.

Community Health Record -- All clinical data from all data sending organizations is aggregated
into a composite longitudinal record for each patient. This record can be queried by properly
privileged users for both previously unknown patients and unknown data about a known
patient. This aggregated view of the patient across geography, time and care settings is core
t o DHI NO s positorl. uUserspof tbe CHR include nearly all Delaware health care
providers, as well as a growing number of providers in neighboring states who care for
Delaware residents. Other users include all Federally Qualified Health Centers, all school-
based clinics, all skilled nursing facilities, 83% of walk-in/urgent care clinics, and a number of
state agencies, mostly within Public Health. The Community Health Record contains health
data on nearly all Delawareans, as well as patients from all 50 states, illustrating the well-
known fact that we are a mobile society, and health care knows no borders.

Out-of-State Connections:

1 DHIN and the Maryland state HIE, Chesapeake Regional Information System for Our
Patients (CRISP) exchange ADTs based on the state of residence of the patient. CRISP
also provides the infrastructure for HIEs for Washington, DC and West Virginia, which
enables DHIN to receive ADT data on Delawareans who receive care in any of these
markets.

1 DHIN has executed an exchange agreement with NJSHINE, the HIE covering the
southern counties of New Jersey, for similar exchange of ADTs based on state of
residence of the patient.

91 DHIN has executed an exchange agreement with HSX, the HIE covering the five counties
in Southeastern Pennsylvania, including the greater Philadelphia area.

1 We are currently pursuing similar exchange agreements with HIEs in Utah and Florida.

Single Sign-On 1 This service permits a connection to be established between the DHIN
Community Health Recor d anrdcoréh(EHRS suchdhst clekinga@ t r oni c
link within the EHR logs the user into the Community Health Record. This has been
implemented thus far by Cerner, representing 54 user organizations. The advantage of this
service is that it keeps the user in the workflow of their own EHR without requiring a separate
login to access additional data in the Community Health record.

Care Summary Creation and Download -- A Continuity of Care document (CCD) can be generated
from within the DHIN Community Health Record which includes all data from all data senders.
The user may apply filters to limit the date range or specific data types to be included in the

composite CCD. The resulting document may t he
environment, either in a pdf format, or as structured data if their EHR has the ability to

consume it as such. Thus, even without an inte
the capability exists to incorporate data from

EHR and make it a part of their local record of care.

Medication History -- This is a value-added subscription service which allows a user of the CHR
to retrieve 12 months of prescription fill history (provided by a number of national sources, to
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include SureScripts, health plan pharmacy benefits managers, and others) upon demand. For
those who do not choose to subscribe to the full service, there is a URL link embedded in the
DHIN web portal that takes the user to the Delaware Prescription Monitoring database, where
they can at minimum (and for no charge) view the controlled substance fill history for the
patient.

PACS Image Sharing 1 St Francis Hospital, Mid-Del Imaging, and Nanticoke Hospital have
implemented an image sharing service through DHIN. URL links are added to the radiology
reports sent into the DHIN Community Health Record. These links interface with the source
imaging system or an offline cache of recent images, giving providers the capability to view
images from the DHIN CHR portal, and even compare with previous studies. The three
currently participating data senders account for 11% of all imaging results sent into the
Community Health Record, and span the three counties of the state.

DHIN Electronic Public Health Reporting

T DHI N connect s wblic hdalthédio-sutvellaneeband elgctronic lab reporting
system for real-time delivery of reportable diseases and emergency chief complaint data.
Through the emergency department (ED) admission transactions, DHIN receives the
relevant lab report or chiefc omp | ai nt f or the patientdés visit
provider, as well as to the Delaware Electronic Reporting and Surveillance System
(DERSS) in real-time standardized format. By state regulation, all Delaware hospitals
must send this data through DHIN to Public Health, using the most current technology
standards.

91 DHIN provides a web-service that enables both electronic reporting to and query of the
state immunization registry, DelVax. Automating the submission of this data electronically
through a web service interface improves reporting timeliness and accuracy and results in
amoreup-to-dat e record of each patientds i mmuni zat.
used by 100% of Delaware hospitals, 77% of Delaware pharmacies, and 32% of
ambulatory practices, with many more in various stages of testing or onboarding.

1 Newborn screening consists of early hearing detection and a set of lab tests for early
detection of harmful metabolic and congenital conditions. DHIN has worked with Public
Heal th and the stateds hospitals and birthing ¢
early hearing detection testing through DHIN to Public Health. DHIN is currently working
with Public Health to automate combining the results of the hearing detection and
metabolic screening into a composite newborn screening report that can be delivered by
DHIN to the birth hospital and the provider who will be caring for the baby.

Event Notification System: DHIN uses the ADT data coming from hospitals, emergency
departments, and participating walk-in clinics to match against a watch list of patients for
whom a subscriber wishes to receive notifications. Notifications can be delivered real time or
batched for delivery at i nt erewxentogDelavaretebidentsuser 6 s
are covered by a health plan using this service for purposes of outreach and care coordination.
Approximately 17% of Del awareds ambul atory healt
this service for purposes of care coordination and transitional care management.
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Care Summary Exchange i Providers and practices using certified EHR technology (CEHRT) are
able to send to DHIN a summary of care using the C-CDA standard following each ambulatory
visit. DHIN makes these available for viewing within the CHR as an additional data type, and
provides reports to the sending practices on the number of views of this data for purposes of
Meaningful Use reporting. DHIN will also shortly be making these summaries available to
patients who enroll in the state-wide PHR/patient portal and provide Meaningful Use reporting
to the sending practices on a range of consumer engagement objectives. DHIN is currently
exploring the feasibility of using these care summaries as the source for clinical quality
reporting on behalf of the sending organizations. At this time, approximately 13% of Delaware
ambulatory providers have subscribed to this service.

Consulting Services T DHIN has provided consulting services to the state of Hawaii in standing
up their HIE, and has provided varying levels of consulting support to other states on specific
topics.

Direct Secure Messaging i This service enables secure, encrypted point-to-point exchange of
information between individual entities or organizations which have established a trust
relationship, using the ONC-adopted standard for such communication. Many but not all
providers receive this service directly from their EHR vendor, but DHIN offers the option for
users to subscribe to this service through us if they do not already have access to it from other
sources. We have a few subscribers among organizations not yet using an EHR, to include
paper-based practices and provider types not eligible for the CMS EHR Incentive Program
(primarily behavioral health and long term and post-acute care organizations. Adoption of this
service is low.

Specimen Location for Research i This service enables DHIN to connect researchers looking for
biological specimens (blood, serum, tissue, etc.) meeting specified parameters with
laboratories holding specimens meeting those parameters. With patient consent, once
biologic specimens have been used for the intended clinical purpose, the residuals which
remain and would otherwise be discarded can be made available to researchers under IRB-
approved research protocols.

Common Provider Scorecard i Under one of the initiatives of the State Innovation Model (SIM)
grant received by Delaware, the major carriers and health plans have agreed on a common
set of clinical quality measures, utilization metrics and cost metrics and they report this data
to DHIN quarterly. DHIN then publishes a Common Provider Scorecard which enables
subscribing providers to see their performance on these measures across their entire practice
and also stratified by payer and health plan.

Analytics/Reporting Service i DHIN has recently launched an analytics and reporting service,
used primarily by ACOs who seek to understand the activity of their patients outside their own
network. Because DHIN receives data from all hospitals, labs, and nearly all imaging centers
as well as a small but growing number of ambulatory practices and urgent call centers/walk-
in clinics, DHIN is uniquely positioned to provide this service.

Clinical Gateway i For organizations which already have analytics tools and just need the data,
DHIN is able to match incoming data from all sources against a watch list of patients provided
by a subscribing organization and route a copy of the data to that organization, thus permitting
them to apply their own tools for analysis. Users of this service include large health systems
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in support of their population health initiatives, and health plans in support of their HEDIS
reporting.

Vendors with a Certified DHIN EMR:

DHIN currently has certified results delivery interfaces through 27 different EMR vendors. DHIN
can interface to any Electronic Medical Record (EMR) product that is capable of connecting
via a web-service interface using HL7 (health level 7) standard language.

Vendorswith a Certified DHIN Interface:
ADS (Advanced Data Systems)
AdvancedMD
AllMeds
Allscripts (Including Eclipsys)
Amazing Charts
Aprima
Arete
Athena
Bizmatics/PrognoCis
Cerner
eCW (eClinical Works)

Epic

EyeMD EMR Healthcare Systems
GE Healtlcare (Centricity)

GEMMS

Glenwood/Glace

Greenway

Healthfusion

InfoQuest

McKesson (Practice Partners & Horizon)
MedPlusi Care360

MicroMD

NextGen

Office Practicum (Connexin Software)
SequelMed

STI Computer Services

Waiting Room Solutions

2.2 Current HIT Activities and Impact on EHR Incentive Program

All of the activities described above provide infrastructure and foundations to support a variety of

State stakeholders and initiatives under the | arg
Medicaid and key DMMA personnel are involved in many of these efforts, either independently or
as a part of the Stateds governing bodies. These

Incentive Program by providing the infrastructure for using EHRs, not only within a single
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organization, but also to facilitate sharing and usage across organizational and geographical
boundaries. The state is engaged in statewide HIT activities and has built awareness among
stakeholders across the State. This has facilitated the promotion of the Delaware EHR Incentive
Program. Several activities, such as the State HIE Cooperative Agreement and the REC
programs, are specifically designed to work with and support the Delaware EHR Incentive
Program, and provided additional motivation and business reasons for providers to participate.

DHIN is the State-designated entity for HIE. DHSS under the direction of DHIN is working toward
the goals set in the HIE Cooperative Agreement. The following organizations are collaborating
with DHIN to develop the tasks outlined in the HIE Cooperative Agreement:

DHSS divisions collaborating with DHIN include:
9 Division of Developmental Disabilities Services (DDDS)
DMS
DMMA
Department of Services for Children, Youth, and Families (DSCYF)
DPH
DSAMH

Delaware Health Care Commission (DHCC)

=A =4 =4 -4 =4 =4

The Department of Technology and Information (DTI)

2.3 SMHP Development

In 2010, Delaware submitted a HIT Planning Advance Planning Document (PAPD) to CMS for
approval. The PAPD was approved on 10/22/2010 by CMS. DMMA then awarded a contract for
consultant services to assist the state with the planning process and development of the SMHP
and Implementation Advance Planning Document (IAPD). The IAPD and the SMHP were both
submitted to CMS for review. Approval date of the original IAPD was May 11, 2011 and the SMHP
was first approved on December 22, 2011. An updated IAPD was approved on February 21,
2013 and a revised updated IAPD was approved April 30, 2013. The SMHP update for Stage |
and Stage Il amendments was submitted in December 2012 and approved

March 18, 2013. A revised, updated SMHP was submitted November 1, 2013 and approved
November 25, 2013. An addendum to the SMHP was approved December 4, 2014 for the
Flexibility Rule changes. An additional addendum to the SMHP was approved January 28, 2016
for the EHR Incentive Program in 2015 through 2017 (Modified Final Rule) as well as Stage 3 in
2018 and beyond. Recently, an addendum for Program Year 2017 was developed and submitted
to CMS for approval in February 2017 and was approved on March 20, 2017.
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Delaware State Medicaid HIT Plan Addendum for Program Year 2017 EHR Incentive Payment Program Requirements

The Delaware Department of Health and Social Services, Division of Medicaid & Medical Assistance complies with federal regulations and guidance from the
Centersfor Medicare & Medicaid Services (CMS3) to administer and oversee Delaware's Medicaid's Electronic Health Record Incentive Program. This State
Medicaid Health Information Technology Plan (SMHP) Addendum provides CMS with an overview of the Division's changes for Program Year 2017 to
accommodate the requirementsin the Modified Meaningful Use for 2017; the OPPS Rule and the Medicare Quality Payment Program (QPP) also referred to as
MACRA/MIPS.

Delaware is a member of the Medical Aszistance Provider Incentive Repository (MAPIR) Collaborative. The impacts summarized in the table below, as well as the
plan to address the impacts for Program Year 2017, are in alignment with the Core MAPIR specifications that have been designed and implemented in MAPIR
version 6.0. PY2017 screen changes and system updates were submitted and a MAPIR Collaborative walkthrough of MAPIR 6.0 was conducted with CMS on
1/18/2017_Approval for Core MAPIR system and screen changes was received on March 20, 2017.

MAPIR 6.0 is scheduled to be released to MAPIR Collaborative states in mid-May 2017. Delaware customization and deployment of MAPIR 6.0 will allow
providersto proceed with attestations under the newest rules, and iz estimated to be accomplished for availability to Delaware Medicaid EHR Incentive
Payment Program participants by October 15, 2017. The Delaware Medicaid EHR Incentive Payment Program will not requesta tail extension period after March
31, 2018 for Program Year 2017 applications.

Regulation and Brief Explanation of SMHP Addendum Updates

Rule Reference
(Can use checkmark or enter date when requirement has been addressed)

Link

EHR Program Requirement and SMHP
Requirements Addendum Impact

Program  System Policy Audit Motes
A | 2015-2017 Modifications Rule

Providers have the option to sttest to
Stzge 2 in 2017. St=tesshould
. - hittps : /www. federare Availabe Maodified MU Stage 2 and MU Stage 3 pre-payment
describe ch st [ pm——
1 ?ptlﬂl;lfﬂ;‘:‘;:;ttﬂ Els, rios d.:rfe.s [pr::lg;al;n,z\r = gister. gov/d /3015 ks Est. + + zpplication review spreadshests and administrative tools
tage C i £ - . "
n p:EI :;::t; Iad:‘::s:::ez ii:i in 22385 p-2l52 1015427 were submitted and approved as part of the Audit Protocol
;{J‘_'IF;' P on December &, 2016. Provider Education and Outreach
r — = activities will be ongoing through regularemail notifications,
:g;: LT;&?:;?;?:::::I :":tl P federsr blast FAX, website updates, and webinars. Any further Audit
c c e, (Wi TeCer are Auzize Protocol revisions for PY2017 to be submitted araund
2 ::‘L‘]‘F;:mu"ir;’;iﬂg how they willsdminister sttestations | Zister.zov/6/2015- ' = v V| !
a thatinclude EHR periodthat zre 25585 p-2543 /1317 - :
within 2017,
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B | OPPS Rule
MAPIR has configurable settings for EHR Reporting Periods
per Program Year, but nossparate system inputs for COM
reporting periods. Therefore, MAPIR 6.0 contains an
enhancement that will prevent providers subject to the Full
Year COM reporting period requirement from submittinga
All providers will attestto 2 90-day PY2017 application before 1/1/18. A possible complication is
EHR reporting for 2017, Define, that providers may switch practices, and therefore not have
design and submit any updates to hittps:/fwwnw. federare Availabe a full year of COM data with the second practice with whom
1 ?::Ja:i::';erind SLRscreens and preliminary audit &&M v Est. they are attesting. The practice that the providerleftmay
stretegy changes, zlong with policy | 28315/0-3857 10/1%/17 not be willing to share COM dats, espadally since they are
updates pertaining to the 2017 "EHR not receiving an incentive payment. Delaware will zllow
reporting period” parametars. providerswho were not at their sttesting practics for 2 full
year to use abbreviated COM data solely fromthe attesting
practice. Thiswill be reviewed and documented pre-
payment when the date ranges on the COM and MU reports
are compared to the sttested date ranges. Thiswill also be
reviewed post-paymenton attestations selected for audit.
Measure calculastions were modified
Modificationte to require that a:ti::lnsinclu:l.ed.in
measure the numerator must occurwithinthe h‘!;tpi';."."\\\\:\w,fsds[als Availabe
2 X EHR reporting period. Statesshould | Zister.zov/d/20is- ¥ Est.
calculation ) ~ 26515/p3723 e
timeframe ::utllnethe..hanges[lpr::lgram, 26515/p-3723 10/1%/17
system, policy, audit) theyare
mzking to addressthis requirement.
C | Medicare Quality Payment Program (QPFP)
Definition now includes
demaonstration of supporting
Updates to information exchange and » . MAPIR 6.0 screen changes will sccommodste these
1 definition of prevention ofinformation blocking. W . Av:;':_bb additional requirements by asking providersyes/no
Meaningful EHR Stztes should identify what changes 25240/p-6888 e guestions zbout their compliance. Providers' responses to
User [program, system, policy, audit they these questions will be captured and recorded as part of
will mzke to address updated their sttestation. The question responses will be reviewad
definitionwithin SMHP addendum. manuzlly as part of pre-paymentverificstion procedures.
The Final Rulz lists specific hittps:fwww federare ‘When responsesindicate compliance, no additional steps
Demanstration, via statements that providers ‘—_‘—_‘A_::;::::’Tmfm}s— will be take.n. Provider ::|u1.:rea_:h willocour as necessary
attestation, of participating in the Mediczid EHR FJ:"'—' ar J— w!12n I'EqLIII'EdI'ESPD{'ISE.SI.I'IdIE‘lEI'I:II'I—C:II'I'IpHaI'IEEl.PQYI'I'IEI'IT
2 | updated Incentive programs must sttest to for v vy will not be madeunlesslt_ls:leemedthatt.he reql..uremems
Meaningful EHR EHR reporting periods beginningin hittp/ fanan federake o have heeln reas:lrlahl\( satisfied a.n::l there issufficient
user definition. 2017. Statesmust addrasschanges | g 200 /g/005- explanationandor documentation.
[program, system, palicy, audit 25240/p-7018 - For
within SMHP addendum. EHfCAHS
O

2.4 HIT Land scape Environment

Delaware has invested in statewide HIT efforts through the DHIN since 1997, and has engaged
in a number of activities that further the development of infrastructure, stakeholder awareness
and involvement, and other foundations that support and enhance the progress of these efforts.
The Division is an active participant since the beginning, and has played key roles in furthering
the larger goal of achieving broad automation, interoperability, and exchange in the state.

The Division patrticipates in and interoperates with the projects, systems, and networks that are
established to support the stateds HIT
in this section.

2..4.1 Existing HIT and Data Resources

There are a number of existing HIT efforts and systems that support the Medicaid Enterprise, as
well as, the general population in Delaware. As described in section 2.1, there are several existing
HIT initiatives that impact the citizens of Delaware and specifically provide a foundation for
successful adoption of EHRS/EMRs that are capable of MU. However, in addition to these
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previously discussed HIT initiatives there are several other programs that could contribute to the
continued deployment of HIT in Delaware.

DPH Activities:
Electronic Medical Record (EMR) Systems for Public Health Clinics

DPH implemented a clinical EMR and a dental EMR in 2012. Since the initial
implementation, several components have been added to the initial platform. Both EMRs
have incorporated access to the state master client identifier process that is used to
determine Medicaid eligibility.

A connection to a clearing house was established which allows for electronic billing for
appropriate services. Work is underway to expand the electronic billing module to include
electronic processing of third party billing vendors.

The EMR was merged with other Department of Health and Social Services EMR projects
to allow future integration, interoperability and data sharing between agencies across the
Department. Electronic lab orders and results were implemented between the Delaware
Public Health Laboratory and the clinic EMR. Electronic updates and queries to the State
Immunization Registry were built for the EMR. A case management process flow was
implemented for the TB clinics and increased reporting capability for Smart Start was
added to meet federal reporting requirements.

The current EMR core functions and will be expanded as funding becomes available to
support other case management activities such as HIV/AIDS case management, possible
School-based wellness activities, data capture for increased analytics, expanded data
sharing with the State Health Information Exchange and additional electronic billing
opportunities to improve revenue collection.

Cancer Registry

The Cancer registry is now being updated electronically by a few external labs. Several
providers are working with the State and their EMR vendors to also update the registry
directly from their EMR systems.

Vital Statistics Systems:

The current Delaware vital statistics system includes six types of vital events: births,
deaths, marriages, divorces, fetal deaths, and induced terminations of pregnancy.
Records are entered by both agency and provider staff. Data elements are used to
produce numerous public health reports. This allows for the reporting of information such
as date of death across other systems in DHSS to appropriately close out case records.
The Delaware Health Statistics Center implemented the Electronic Vital Records System
(EVRS) for births in 2006 and deaths in 2007. This EVRS creates a state of the art
database for collecting and compiling birth and death data from vital records, and
enhances reporting ability for Delaware vital record data. Implementation of the EVRS
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Web interface enables birth and death certificates to be prepared and submitted
electronically through a secure web site. The system was updated in 2012 to allow
processing of civil unions. In 2013, the system was updated to allow same-gender
marriages. Information from the Vital statistics application are critical for all applications
within DPH being the source of record for birth and death and providing initial identifying
information for immunizations and newborn screening.

DHIN/Newborn Hearing and Metabolic Screening partnership

DPH and the DHIN are finalizing a process to electronically send a combined metabolic
message to the State Health Information Exchange, the DHIN, to be delivered to the birth
provider. The message will contain the hearing results which are sent to DPH directly from
the Newborn Hearing Screening equipment and combines the hearing results with the
electronic laboratory results from the metabolic testing.

Division of Public Health Laboratory (DPHL)

The Public Health Laboratory Information System (LIMS) sends non-restrictive lab results
to the DHIN. In addition to the electronic ordering of lab test from the DPH EMR, DPHL
completed a project with Planned Parenthood of Delaware (PPDE) for electronic ordering
of test to the DPHL and electronic receipt of test results to the PPDE EMR. Conversations
have commenced to provide the same service to the Delaware Department of Corrections.

Electronic Surveillance System for the Early Notification of Community-based Epidemics
(ESSENCE)

DPH implemented ESSENCE, a web-based data acquisition, analysis, visualization,
modeling, and simulation tool used to monitor disease trends and more rapidly identify
disease outbreaks. The system captures chief complaint data from hospital emergency
departments, commonly referred to as syndromic surveillance data, and runs spatial and
temporal algorithms on this data in addition to public health case data (i.e., reportable
diseases) across the state.

Zika Pregnancy Registry

DPH was awarded a grant to improve the reporting and surveillance of Zika virus disease.
Creation of the Zika Pregnancy Registry will improve the reporting process and result in a
more reliable and accurate data transmitted using automated methods for capturing and
collecting surveillance and investigation data from healthcare providers.

Ebola Mobile Application

Public Health Preparedness along with the Office of Health and Risk Communication
procured a mobile app to provide information to the public regarding Ebola. This app can
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be used in the future for pushing out media information pertaining to various public health
needs.

Tuberculosis (TB)

The TB clinics are in the process of procuring a mobile app to be used for Video Direct
Observed Therapy. This will enable TB patients to use a smart phone to demonstrate that
they are taking their medication as opposed to coming into a clinic to be physically watched
by a public health nurse.

Woman, Infant Children (WIC),

The WIC program implemented Electronic Benefit Cards to be used by their clients,
automating the old voucher system. In addition, the WIC program began a program to
provide coupons to be used for purchasing fresh fruits and vegetables at local farmers
markets.

DPH Grants:

A number of federally funded HIT-related grants fall under the jurisdiction of DHSS, including the
Public Health grants in Table 2 below:
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Table 2. DPH Grants

Grant Type

ELC for
Infectious
Diseases &
Epidemiology
and Laboratory
Capacity (ELC)
Building &
Strengthening
Epidemiology
Lab & Health
Information
(note: the
previous
ELC/ACA and
ELC grants
have been
combined into
one grant.)

ACA

Continuation

$1,693,556

8/1/2016

7/31/2017

Epidemiology
and Laboratory
Capacity Grant
i Supplemental
Zika funding

Supplemental

$435,759

1/1/17

7/31/18

Public  Health
Emergency
Preparedness
Hospital
Preparedness
Program(HPEP)

Continuation

$1,416,506
(Current
Year
Funding)

7/1/13

6/30/17

Public  Health
Emergency
Preparedness
Cooperative
Agreement
(PHEP)

(note: this grant
has been
combined  with

Continuation

$4,298,370
(Current
Year
Funding)

7/1/2013

6/30/2017
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Public
LEw) Grant Type Amount
the above
HPEP grant.)
Immunizations $1,593,002
and Vaccines (Current
for Children New Year 1/1/2013 12/31/2017
Grant Funding)
Development,
Maintenance
and
Enhancement of $140,000
Early ~Hearing Continuation | (Current 7112011 | 6/30/2016
Detection and Year
Intervention Funding)
Systems (EHDI-
IS) Surveillance
Programs

Epidemiology and Lab Capacity (ELC) Cooperative Agreement Program

The grant continues to provide funding for the DPH use of the Rhapsody Server/HL7
Communications server. The grant has paid for upgrades allowing DPH to meet and
support Meaningful Use Stage 1 & 2 requirements for our hospitals and providers.

State Laboratory Systems:

The ELC grant paid for the HL7 message engine allowing the Laboratory Information
Management System (LIMS) to receive lab order requests from an EMR and send the lab
results back to the requesting providers EMR. This capability will be leveraged to allow
lab results to be sent to the DHIN to popul ate

Hospital Reporting:

Delaware hospital systems are currently providing DPH electronic syndromic surveillance
data via the DHIN. All Hospitals, with the exception of St Francis, have upgraded their
syndromic surveillance and electronic reportable Lab (ELR) data to the most current HL7
format and report tough the DHIN on a daily basis. Delaware is receiving data from several
Maryland hospitals as the DHIN expands its reach across Delaware borders.
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Public Health Emergency Preparedness Cooperative Agreement (PHEP)

The Public Health Emergency Preparedness Resource (PEPR) application consisting of
Warehouse Management (WM), Asset Management (AM) and Emergency Operations
Management (WebEOC) modules were implemented, currently enhanced and
consistently maintained using PHEP funds. These applications allow DPH to deploy and
manage assets and resources as well as provide situational awareness and event
management capabilities. The two (2) grants, the HPEP and the PHEP, support many
DPH State Health Operations Center (SHOC) and emergency preparedness systems
such as the communication application ESAR-VHPE.

State Immunization Registry (DelVax)

The electronic State Immunization Registry continues to evolve. The system is now hosted
by the off-site in the Azure Government cloud and managed by the development vendor
providing improved response time, better security and greater control over updates and
enhancements. Immunization reporting numbers are on the rise as pharmacies and
insurance companies are now electronically reporting immunizations to the state registry.
Delaware is in a pilot project with other states using the same immunization vendor to
share patient information when the patient crosses state lines for treatment.

2.4.2 MITA SS-A

The Division completed a full MITA SS-A in November 2010. The MITA Business Process Model
V2.1 was used to conduct the assessment. During the assessment, the MMLs were assessed
and gaps were identified for business processes where the To Be MML was higher than the As
Is MML.

During the SMHP planning phase, DMMA business area experts reviewed the regulatory
requirements for submission of the SMHP published in the final rule at §495.332, and in CMS
guidance for developing the SMHP published on April 29, 2010 and on August 17, 2010. The
workgroups then reviewed each SMHP business process to determine if the standard MITA
business process would apply to develop a concept of operations for the Delaware EHR Incentive
Program. As shown in Figure 1 below, all MITA business processes were reviewed and where
feasible the approach was adopted to integrate the Delaware EHR Incentive Program business
process into DMMAG6s corresponding standard

DELAWARE HEALTH AND SOCIAL SERVICES
DIVISION OF MEDICAID AND MEDICAL ASSISTANCE
STATE MEDICAID HIT PLAN (SMHP)

MI' TA b
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MITA SS-A/SMHP Alignment

MITA SS-A Elements Facilitating Inputs SMHP Requirements

MIASite Review informatfionand et leneEsepe
Self-Assessment: conduct interviews Assessment and To Be
Executive Visioning Environment

MITA State
Self-Assessment:
As Is and To Be

Current Landscape

Assessment and To Be
Current MITA SS-A Environment

Capability Levels
based on MITA
2.01 Framework

MITA State
Self-Assessment:

Specific Steps Necessary
to Implement the EHR
Program

Gap Analysis

MITA Roadmap and Develop MITA Roadmap IncrggZﬁ?c:I’ngrgggh to
Transition Plan & Transition Plan Implementation
MITA Develop MITA Technical g:g:c;gzm’:;";irg':'ﬁ
Technical Assessment Assessment Roqdmcl'p

Figure 1 MITA SS-A to SMHP Alignment

Table 3 below lists the key Delaware MITA business processes that will potentially be used to
accommodate the process changes needed to implement and operate the Medicaid EHR
Incentive Program. This list is not intended to be an all-inclusive list of MITA business processes
that the Delaware EHR Incentive Program will touch in some way (e.g., Manage 1099s will be
touched without changes).

Table 3 MITA Business Processes Impacted by Delaware EHR Incentive Program

Delaware EHR Incentive Program Process ‘ MITA Business Process

1. Verify that providers are not sanctioned, | 1 Enroll/Disenroll Provider

and are properly licensed/qualified | § Manage Provider Information
providers.

2. Verify whether EPs are hospital-based. 9 Enroll/Disenroll Provider
Identify Candidate Case

3. Verify overall content of provider | A Enroll Provider
attestations.

4. Communicate with providers regarding Manage Provider Communication

their eligibility, payments, and other | ¢ perform Provider Outreach
program issues.

N

==
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Delaware EHR Incentive Program Process | MITA Business Process

5. Calculate patient volume. A Enroll Provider
1 Manage Provider Information
1 Identify Candidate Case
1 Edit/Audit Claim/Encounter
1 Perform Accounting Functions
1 Perform Provider Outreach
6. Verify patient volume data sources for | 1 Enroll Provider
EPs and ACHs.
7. Verify the EPs at FQHCs/Rural Health | 1 Enroll Provider
Clinics (RHCs) meet the practices
predominantly requirement.
8. Verify A/l/U of certified EHR technology by | 1 Enroll Provider
providers.
9. Verify MU of certified EHR technology for | § Edit Claim/Encounter
provi dearteigation year. 1 Identify Candidate Case
10. Propose changes to the MU definition, | § Develop and Maintain Program Policy (Note:
new/changes to State law(s). Delaware does not intend to propose changes
to MU definition)
1 Manage Provider Information
1 Manage Provider Communication
11.Veri fy pr ovi cerifieds BHR { § Edit Claim/Encounter
technology. 1 Identify Candidate Case
12.Col |l ect pMUo datad malusdiiy | 1 Manage Provider Information
reporting of clinical quality measures. 1 Manage Provider Communication
13. Accept registration data for providers from | § Manage Provider Information
Medicare and Medicaid EHR Incentive | ¢ Enroll Provider
Program Registration and Attestation
System (R&A System).
14. Establish call centers/help desks and | § Manage Provider Communication
other means to address EP and EH
guestions regarding the Delaware EHR
Incentive Program.
15. Establish a provider appeal process | { Manage Provider Grievance and Appeal
(incentive payments, eligibility
determination, A/l/U, MU).
16. Assure that all Federal funding for | § Perform Accounting Functions
incentive payments is accounted for | ¢ praw and Report FFP
separately for HITECH provisions and not 1 Manage FFP for Services
comingled. 1 Manage FMAP
17. Assure that Medicaid provider payments |  Prepare Provider EFT-Check
are paid directly to the provider without | perform Accounting Functions (Noted all
any deduction or rebate. payments will paid directly to providers)
18. Assure that provider payments go to an | § N/Ad Delaware does not have paid entity
entity promoting the adoption of certified promoting adoption
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MITA Business Process

EHR technology, payment arrangement
participation is voluntary, <5% retained for
costs unrelated to EHR technology
adoption.

19. Assure that there are fiscal arrangements | § N/A3 Delaware will not pay to managed care
with providers to disburse incentive plans
payments through Medicaid managed
care plans.

20. Assure that all hospital calculations and |  Perform Accounting Functions
EP payment incentives are consistent with | ¢ Manage Payment Information
statute and regulation (Note: EPs are 7 Price Claim/Encounter
based on calendar year (CY), EHs are
based on federal fiscal year (FFY) T Manage Recoupment
because of reporting).

21. Identify suspected fraud and abuse. 91 Identify Candidate Case

1 Manage Recoupment

22. Track the total dollar amount of | § Manage Case
overpayments identified by the State as a | §  perform Accounting Functions
result of FFY oversight activities. 1 Manage Recoupment

23. Take action when fraud and abuse is | § Manage Case
detected. 1 Manage Recoupment

24. Perform audits. 1 Identify Candidate Case

In preparing for the DMES DDI, CMS encouraged DHSS to connect the MITA 3.0 assessment to
the DMES procurement. DHSS was approved to perform the MITA 3.0 assessment as the first
phase of DDI. I n April 2014 DMMA s uAssaessmentd3Sb-
A) to CMS. The MITA 3.0 assessment occurred in conjunction with the development of DMES.
MITA Business processes impacted by Delaware EHR Incentive Program did not change as a
result of the assessment. A number of MITA SS-A themes were identified in performing the
analysis that mapped to general organizational and process improvements. DMMA prioritized the
business area improvements and created a high level wish list to be eventually considered in
tandem with the MITA SS-A To Be Assessment results. The resulting initiatives that would
increase MITA maturity included the development of a Data Warehouse (DW) and Decision
Support System (DSS). The DW/DSS will provide Predictive Analytics capabilities to prevent and
control fraud, waste, and abuse in health and human services; provide tools to analyze Medicaid
benefit policy, including provider payment reimbursement policies, inconsistencies, as well as
errors or needed enhancements within the claims processing and related system. Additionally,
the system will provide DHSS with tools to measure clinical quality for improved program
management. DHSS will also use the tool to ascertain the impacts of changes related to
International Classification of Diseases, Tenth Revision (ICD-10) conversion and Affordable Care
Act (ACA) compliance.

2.4.3 MMIS Environment after DMES Implementation
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DMMA brought into production a new Medicaid Management Information System called the
Delaware Medicaid Enterprise System (DMES) on January 1, 2017. The CMS Seven Conditions
and Standards released April 19, 2011, require an MMIS that embraces a modular framework
using a Service Oriented Architecture (SOA) and complies with the Seven Conditions and
Standards set forth by CMS policy document. MITA 3.0 SS-A is occurring in conjunction with
development of DMES. The incumbent FA contract extension ends on June 30, 2016 but was
extended to accommodate the DMES Go-Live date of January 1, 2017.

DXC is the Medicaid FA for the DMMA and manages the MMIS and is also the manager for the
new DMES. The MMIS is connected with providers and business associates through a variety of
interfaces. DXCS delivered the interchange solution to allow DHSS to move beyond simple claims
processing and shift its investment to implementing more mature business processes that deliver
additional value to Delaware. The DXC Technology team delivers these services with honed
experience and innovative thinking, a certified MMIS solution, CMS- and MITA-aligned processes
and tools, and unparalleled project management experience developed during many years of
Delaware Medicaid implementations and process improvements.

DXC developed the HP interChange Healthcare Platform with the flexibility to address current
and future interface requirements. Multiple transaction formats such as X12, NCPDP, and
proprietary formats are routinely and successfully exchanged in states where the interChange
solution has been implemented. The interChange Connections module of the DMES will
accommodate the exchange of data with internal and external entities using the media that is
appropriate to each exchange. With HIPAA security and data protection rules in mind, DXC has
successfully developed and operates web-based interface applications in which providers can
securely upload and download files and allow operations staff members to initiate a secure file
exchange with CMS.

To determine the best approach, DXC focuses on the best solution for each interface Delaware
requests. Some interfacesd such as the standard CMS, X12, and NCPDP exchangesd will
require minimal DHSS input as DXC has implemented these exchanges for each interChange
state and has addressed the current HIPAA requirements. The interfaces for the formal healthcare
transaction sets will be performed through the interChange Connections EDI solution.
Additionally, DXC will work with DHSS to determine what proprietary file formats and Delaware-
specific interfaces will need accommodation and recommend the most appropriate transfer
method. The interChange MMIS solution will provide comprehensive interface capabilities
required to support the stakeholders who have direct data interaction with the MMIS.

The details of the approach include using the interChange Connections capabilities, using secure
FTP (SFTP) and the MMIS SOA as a key DMES interface solution. The integrated architecture
made possible through the Connections module is responsive, resilient, and reliable. DHSS will
gain better visibility into enterprise information and quickly adapt applications to changing
business processes. The Connections module supports EDI processing for claims, eligibility, prior
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authorization (PA), point of service (POS), providers, and managed care organizations (MCOs)
and the other interfaces needed to operate the MMIS transactional processing system.

The DXC interChange database architecture, based on Oracle, has proven to scale to some of
the largest states in the union. DXC has nine current MMIS customers operating in the Orlando
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Data Center, and Delaware will join them. DXC6 sl at abase architecturebs bac

recovery architecture has been tested dozens of times in annual disaster recovery drills.

DXCwi | | be using Computer Associatesdéd (CAb6s)

physical models produced in this project. ERwin separates the logical and physical data model
designs, a feature that supports a business and a technical view of the proposed system. This
allows nontechnical users to better understand the underlying data associated with business
processes and functions, and to validate the data requirements needed for these functions.

DXC will rely on two relational database management systems as part of the system architecture.
interChange uses Oracle for its proven and reliable, online transaction processing (OLTP)
capabilities. DXC MMISs have used Oracle for almost 20 years. DXC also includes Microsoft SQL
Server in two specific architectural roles. The first is to support other Microsoft applications
including BizTalk and SharePoint. The second is to serve as the online analytical processing
(OLAP) foundation for advanced capabilities used for inSight Dashboards and the interactive
analytical features they provide.

The new DMES is based on the current release of the Oracle relational database management
system (RDBMS) - 11gR2 or newer, and Microsoft SQL Server 2008 R2 or newer.

DXC6 mul tifaceted reporting solution offers
reporting for special needs, and a true visual dashboard for providing current metrics on key
performance indicators.

Delaware state executives, program managers, and analysts need quick and easy access to
retrieve and analyze Medicaid program data on demand. There is a continual need for current
and reliable information. As the volume and breadth of the data is increasing, the need to query,
analyze, evaluate, and meaningfully report the data has never been greater.

There is valuable knowledge contained within the vast amounts of data that healthcare payers
collect and manage. Data must be transformed into knowledge to be fully actionable and of high
value to decision-makers. The ability to make timely and informed decisions about program
aspects ranging from eligibility to policies to reimbursement methodologies is vital to the health of
Delaware residents and the Delaware Medicaid Program. The illustration below provides an
overview of the four components of the DMES MMIS reporting and analytics solution.
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DMES Reporting and Analytics

It is important to have the right information in the right format. This is vital to the success of any
MMIS. DMES provides the option for a comprehensive MMIS Report and Analytics Management
System that comprises the following features:

1 MMIS Operational Reportingd Each business area of the MMIS has reporting required by
both the state of Delaware and Federal laws. The standard operational reports are used for
the management of the transactional MMIS business functions.

1 MMIS Ad Hoc Reportingd A centralized ad hoc data repository and specialized reporting
data model will be available at the detail claims level giving ad hoc access to MMIS data
elements using the BusinessObjects Web Intelligence toolset. The key differentiator of DXC
Ad Hoc Reporting environment is access to more data elements than any other niche reporting
vendors. The interChange ad hoc has an easy to use toolset that provides the ability to ask
program questions and get data that can be turned into informed decisions quickly on the
user's desktop.

i1 inSight Program Management Analyticsd DMES exceeds the federal reporting
requirements of CMS both for T-MSIS and CMS 372 reporting, through online, parameter
driven reports for items such as Provider Participation, Member Enroliment, Claims
Throughput, and Error Code Analysis. These reports provide intuitive operational reporting
that help support daily activities while providing guidance for improvements in policymaking
and operations.

1 inSight Performance Dashboard Analyticsd Presents visual, interactive dashboards of
Key Performance Indicator (KPI) Metrics to support executive decision-ma k e r sl dai
activities. Insight dashboards and ad hoc reports using the Microsoft Business Intelligence
(Bl) Tools empower users to make informed business decisions while providing new
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